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A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  05/16/11

Facility Number:  004268

Provider Number:  155735

AIM Number:  200504460

Surveyor:  Phillip Komsiski, Life Safety 

Code Specialist

At this Life Safety Code survey, Ashford 

Place Health Campus was found not in 

compliance with Requirements for 

Participation in Medicare/Medicaid, 42 

CFR Subpart 483.70(a), Life Safety from 

Fire, and the 2000 edition of the National 

Fire Protection Association (NFPA) 101, 

Life Safety Code (LSC), Chapter 18, New 

Health Care Occupancies and 410 IAC 

16.2.

This one story facility was determined to 

be of Type V (111) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors, spaces open to the corridors and 

all resident sleeping rooms.  The facility 

has a capacity of 68 and had a census of 

K0000 Ashford Place Health Campus 

submits this plan of correction in 

response to the allegation of 

noncompliance cited during the 

Life Safety Code Recertification 

and State Licensure Survey 

conducted on May 16, 

2011.Please accept this plan of 

correction as the provider's letter 

of credible allegation of 

compliance effective June 15, 

2011.The Provider respectfully 

requests a desk review with 

paper compliance to be 

considered in establishing that 

the provider is in substantial 

compliance.

 

_____________________________________________________________________________________________________

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to 

continued program participation.
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52 at the time of this survey.

Quality Review by Robert Booher, REHS, Life 

Safety Code Specialist-Medical Surveyor on 

05/19/11.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

K0017 Corridor walls form a barrier to limit the 

transfer of smoke.  Such walls are permitted 

to terminate at the ceiling where the ceiling is 

constructed to limit the transfer of smoke.  No 

fire resistance rating is required for the 

corridor walls.     18.3.6.1, 18.3.6.2, 18.3.6.5

SS=E

Based on observation and interview, the 

facility failed to ensure 1 of 1 open use 

areas were separated from the corridor or 

met an Exception.  LSC 18.3.6.1, 

Exception # 1 Spaces shall be permitted 

to be unlimited in area and open to the 

corridor, provided the following criteria 

are met:  (a) The spaces are not used for 

patient sleeping rooms, treatment rooms, 

or hazardous areas. (b) The corridors onto 

which the spaces open in the same smoke 

compartment are protected by an 

electrically supervised automatic smoke 

detection system in accordance with 

18.3.4, or the smoke compartment in 

which the space is located is protected 

throughout by quick-response sprinklers. 

K0017 1.  What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice.After review, there were 

no residents found to be affected 

by alleged deficiency.2.  How 

other residents have the potential 

to be affected by the same 

deficient practice will be 

indentified and what corrective 

action(s) will be taken.There were 

no residents with the potential to 

be affected by the 

alleged deficiency.  3.  What 

measures will be put into place or 

what systemic changes wil be 

made to ensure that the deficient 

practice does not recur.The fire 

protection vendor was contacted 

following the inspection.  A smoke 

05/25/2011  12:00:00AM
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(c) The open space is protected by an 

electrically supervised automatic smoke 

detection system in accordance with 

18.3.4, or the entire space is arranged and 

located to allow direct supervision by the 

facility staff from a nurses' station or 

similar space.  (d) The space does not 

obstruct access to required exits.  This 

deficient practice could affect 3 residents 

observed lounging by the front Reception 

office as well as any visitor or staff using 

the front entrance to evacuate the facility.

Findings include:

Based on observation on 05/16/11 at 

12:44 p.m. with the Maintenance 

Supervisor, the sliding glass doors 

installed at the front Reception office 

were not self closing and were open to the 

front entrance corridor.  Exception # 1, 

requirement (c) of the Life Safety Code, 

Chapter 18.3.6.1 was not met as follows: 

the open area was not protected by an 

automatic smoke detection system or 

arranged to allow direct supervision by 

facility staff from a continuously staffed 

area such as a nurses' station.  Based on 

interview on 05/16/11 at 12:47 p.m. with 

the Maintenance Supervisor, it was 

acknowledged the front Reception office 

was open to the entry corridor without 

supervision from the nurse's station and 

was not protected by automatic smoke 

detector was installed in the 

business office above the glass 

sliding window on 5-25-11. See 

exhibit A4.  How corrective 

action(s) will be monitored to 

ensure the deficient practice will 

not recur, i.e., what quality 

assurance program will be put 

into place.The fire protection 

vendor will do a bi-annual smoke 

detector inspection.  These 

inspections/tests will be submitted 

to our Safety/QA report by plant 

operations, as completed for 

monitoring purposes.
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detection.

3.1-19(b)

K0067 Heating, ventilating, and air conditioning 

comply with the provisions of section 9.2 and 

are installed in accordance with the 

manufacturer's specifications.     9.2, 18.5.2.1, 

18.5.2.2, NFPA 90A

SS=F

Based on record review and interview, the 

facility failed to ensure 47 of 47 dampers 

in the  ventilating system's ductwork were 

inspected and provided necessary 

maintenance at least every four years in 

accordance with NFPA 90A.  LSC 9.2.1 

requires air conditioning, heating, 

ventilating ductwork (HVAC) and related 

equipment shall be in accordance with 

NFPA 90A, Standard for the Installation 

of Air Conditioning and Ventilating 

Systems.  NFPA 90A, 1999 Edition, 3.4.7, 

maintenance requires at least every 4 

years, fusible links shall be removed; all 

dampers shall be operated to verify they 

fully close; the latch, if provided, shall be 

checked, and moving parts shall be 

lubricated as necessary.  This deficient 

practice affects all residents including 

visitors and staff.

Findings include:

Based on Fire Safety record review on 

05/16/11 at 2:45 p.m. with the 

K0067 1.  What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice.After review, there were 

no residents found to be affected 

by alleged deficiency.2.  How 

other residents having the 

potential to be affected by the 

same deficient practice will be 

indentified and what corrective 

action(s) will be taken.All 

residents have the potential to be 

affected by the same alleged 

deficiency.3.. What measures will 

be put into place or what systemic 

changes will be made to ensure 

that the deficient practice does 

not recur.Plant operations will 

inspect and provide necessary 

maintenance to dampers in the 

ventilating ductwork.  Each 

damper will be logged on the 

Fire/Smoke Damper Maintenance 

Record form.  See exhibit B4.  

How corrective action(s) will be 

monitored to ensure the deficient 

practice will not recur, i.e., what 

quality assurance program will be 

put into place. Plant operations 

will provide necessary inspection 

06/15/2011  12:00:00AM
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Maintenance Supervisor, documentation 

was not available to indicate the dampers 

had ever been inspected.  Based on an 

interview on 05/16/11 at 2:47 p.m. with 

the Maintenance  Supervisor, it was 

acknowledged the facility does not have 

any documentation to verify the forty 

seven fire dampers have ever had a four 

year maintenance inspection.

3.1-19(b)

and maintenance of dampers 

every four (4) years as required.  

Inspections will be submitted to 

Safety/QA report as completed for 

monitoring purposes.
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